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ABSTRACT
Objective: Although the World Health Organization (WHO) recommends the presence of a support person, several hospitals
in Latvia have restricted the presence of supporting persons due to COVID-19. This study was conducted to understand the
importance of partnership and the role of the accompanying person in childbirth in the context of COVID-19 in Latvia.
Methods: A mixed method study with sequential explanatory design was conducted from 26 July to 30 October 2020. The
quantitative study consisted of a behavioral cross-sectional online survey with convenience sampling. The survey items, methods,
and implementation were performed as part of the I-SHARE study carried out in 33 countries, with standardized survey instruments
that were focused on sexual and reproductive health issues. In Latvia it was supported by the National Research Program to lessen
the effects of COVID-19. Our study analyses only one part of all data. To answer the research question besides quantitative data
the qualitative study that consisted of 7 semi-structured in-depth interviews and 11 focus group discussions was integrated.
Results: 1,173 people of Latvia have participated in the I-SHARE online survey. The answers of 662 women of reproductive
age and 70 pregnant women have been analyzed. Pregnant women had less tension with their partners and received higher
partner emotional support before the COVID-19 pandemic than other women of reproductive age, and pregnant women were less
frustrated during COVID-19 than non-pregnant women of reproductive age (p < .05). More than half (61.4%) of the pregnant
women felt anxiety and depression due to COVID-19 restrictions. The qualitative part of the study revealed that having a partner
during childbirth was an important aspect when choosing a facility to give birth in, as the lack of an accompanying person caused
anxiety and additional stress.
Conclusions: COVID-19 has increased anxiety and depression among pregnant women. Birth companions should not be
considered third parties, and establishing a delivery unit visitor policy is necessary to balance the benefits and risks in an
evidence-based and compassionate manner.
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1. INTRODUCTION
The global COVID-19 pandemic was announced by the
World Health Organization (WHO) in March 2020. The
specific epidemiological situation and the restrictions im-
posed by the pandemic have led to substantial changes in
all aspects of life, which could have a significant impact
on the psychosocial well-being of people. Recent evidence
has suggested that pregnant women are not at an increased
risk of becoming infected or having a more severe course of
the disease or complications than the general population.[1]
However, the transition to parenthood, in general, is a po-
tentially vulnerable time for expecting mothers, and 9% to
21% of women experience depression or anxiety during preg-
nancy or the postpartum period.[2] Concerns about becoming
infected, the transmission of the virus to the newborn, and
taking care of other children and family members have been
substantial additional stress factors during the COVID-19
pandemic. Many studies have explored the emotional status
of pregnant women during natural disasters, and there is a
substantial increase in the levels of anxiety and fear regarding
the unpredictability of childbirth.[3]
Changes in perinatal care, such as cancelled appointments,
remote consultations, and restrictions for partner presence
during labor and delivery, can have a negative impact on
the course of pregnancy and its outcome. Women’s overall
well-being is more at risk if they have little support and a
poor relationship with their partner.[4]
To reduce the spread of infection and the adverse effects of
COVID-19 on public health, governments worldwide have
introduced social distancing and self-isolation. The Cabinet
of Ministers of the Republic of Latvia declared a state of
emergency from 13 March to 9 June, 2020 despite the com-
paratively low incidence of infection in Latvia (see Figure
1). The Order by the Cabinet of Ministers No. 103. “Re-
garding Declaration of the Emergency Situation” (Article
4.9.), stated that health institutions must restrict visits from a
third party.[5] Soon after this order was issued, some perina-
tal health care institutions prohibited a support person from
participating in childbirth.
All perinatal institutions in Latvia providing care for women
at high risk extended the denial of the presence of a third
party to a support person in childbirth, but several lower-level
hospitals did not introduce such prohibitions. The final deci-
sion regarding visitor policy was laid on hospital managers
and their interpretation of the Order No. 103 by the Cabinet
of Ministers.
Partner prohibition might be negatively perceived by women
and their families, since emotional support during childbirth
plays an important role: it reduces stress levels, increases con-
fidence in the process, improves emotional levels,[6] reduces
the frequency of complications, and increases the likelihood
of a spontaneous vaginal birth.[7] Provision of perinatal care
in general, as well as during a pandemic, requires an inte-
grated approach to secure the protection of human rights. The
WHO, in addressing human rights as key in the COVID-19
response, stated that integrating both human rights protec-
tions and guarantees into our shared responses is not only
a moral imperative but is essential to successfully address
public health concerns.[8]
However, during the pandemic, there is a risk of COVID-19
infection that can threaten not only the health of the mother
and child but also the health of medical staff, which may
affect the availability and quality of the offered medical ser-
vices.[9] Governments are trying to balance the rights and
health of pregnant women with the threat to public health
posed by the epidemiological situation.
This study was conducted to understand the importance of
partnerships for pregnant women and the role of the accom-
panying person in childbirth in the context of COVID-19 in
Latvia. This study involved the analysis of the principles
applied to perinatal care in Latvia to secure the protection of
human rights during pandemics for both patients and health-
care providers.
2. MATERIAL AND METHODS
A mixed method study with sequential explanatory design
was conducted from July to October, 2020 (see Figure
1). The quantitative study consisted of a behavioral cross-
sectional online survey with convenience sampling. The sur-
vey items, methods, and implementation guidance were se-
lected from a recent UNDP/UNFPA/UNICEF/WHO/World
Bank Special Program of Research, Development and Re-
search Training in Human Reproduction (HRP) consensus
meeting to develop a standardized survey instrument that
focused on sexual and reproductive health (SRH). The sur-
vey development was partly based on existing questions and
scales and on newly developed questions and was developed
for use in 33 countries as part of the I-SHARE study.[10] The
goal of the I-SHARE partners was to have at least 500 re-
spondents per country. This network centrally programmed
a self-administrated online survey questionnaire using Open
Data Kit software (Version 1.16) that could be completed
through smartphones, tablets, or computers, such approach
was adequate for Latvia because of the high internet user
percent. According to the International Telecommunication
Union data percentage of individuals, using internet in Latvia
in 2020 was 88.9%.[11]
The authors organized the translation of the questionnaire
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from English into Latvian and Russian and pilot testing.
Inclusion criteria for the I-SHARE/Latvia survey were per-
sons aged 18 years or older who were currently residing in
Latvia and who agreed to the online informed consent10. Ac-
cording to the legislation of Latvia, surveys of people below
18 years require parental consent. Online survey was pro-
moted using traditional (TV & radio) and social media, and
invitation cards which were distributed in antenatal clinics
and maternities. Standard fraud protection methods, includ-
ing CAPTCHA and a measure to prevent more than one
response from a single IP address, were included.[12]
The socio-demographics were summarized using descriptive
statistics (distribution of frequencies, indicators of central
tendency and indicators of variability) and non-parametric
tests were used in the analysis (chi-square test, Fisher’s exact
test). In this study women aged less than 50 years were in-
cluded. To answer the research question, the responses were
pooled to conduct sub-analysis on the following groups of
individuals: pregnant women vs non-pregnant reproductive-
age women, and pregnant women primiparas vs multiparas.
The sample size of groups was adequate in comparison. Par-
ticipants of the survey were representative of the target popu-
lation. The average age of pregnant women in this study is
comparable to the average age of pregnant women in popula-
tion of Latvia.[13]
The data were summarized and analyzed using Microsoft
Excel and IBM SPSS 26.0. The results were considered
statistically significant if p < .05.
Content analysis of the quantitative survey results was used
to finalize the qualitative research interview and focus group
discussion protocols. The interview and focus group pro-
tocols focused mainly on access to information, services
and on factors causing anxiety and depression. Core ques-
tions were similar in all protocols, but there were questions
that differed according to the target group. The qualitative
study consisted of 11 semi-structured in-depth interviews
with policymakers involved in maternal health, and 7 fo-
cus group discussions with 4 to 9 participants representing
the target groups: pregnant women, women post-delivery,
mothers who delivered between April–May 2020, partners
of women post-delivery, and groups of health professionals
involved in maternal health care.[14] Participants were ap-
proached by research team members mainly for face-to-face
interviews in clinics and workplaces, with few exceptions
of online interviews. The response rate for participants of
focus-group discussions was 80%, main reasons for denial
was lack of time due to the newborn care for women in their
post-delivery period. The duration of discussions and inter-
views were 45-60 minutes and audio recording was done.
The methodology of qualitative research was design in line
with COREQ (Consolidated criteria for reporting qualitative
research) checklist.[15]
Quantitative and quantitative research was approved by the
Ethical Committee of Riga Stradins University (Nr.6-1/06/25
from 28 May 2020 and Nr 6-1/08/6 from 23 July, 2020).
Legal research was conducted by combining normative and
empirical legal research methods. In the doctrinal legal re-
search, documentary materials such as statutes, regulations,
case law, and policy documents were reviewed. Empirical
data collected within the project were analyzed from a legal
perspective. The combination of the research methods de-
scribed above helped secure the building of a comprehensive
picture concerning the protection of human rights in perinatal
care during the COVID-19 pandemic.
3. RESULTS
A total of 1,173 people, including 966 women, partici-
pated in the online I-SHARE/Latvia survey. A total of 662
women were of reproductive age, 70 were pregnant during
the COVID-19 pandemic, and 63 of them gave birth and
were included for further analysis for this study to address
the research question.
Most of the pregnant women lived in the capital city Riga or
another city (72.8%). All pregnant women had a partner, and
82.9% had higher education. The average age of the pregnant
women was 28.5 ± 4.5 years. The pregnant women evaluated
their income level before COVID-19 as low (7.1%), middle
(84.3%), and high (8.6%). A total of 59/70 (84.3%) of the
pregnant women were employed before the pandemic. When
comparing the economic situation and anxieties in pregnant
and non-pregnant women, this study did not find significant
differences; the situation worsened in both groups (see Table
1).
When analyzing the psychological atmosphere between part-
ners before and during the COVID-19 pandemic, this study
found that before COVID-19, there was less tension with
partners and substantial emotional support for the group of
pregnant women than for the reproductive-age women who
were in a partnership but were not pregnant at the time of
the survey (p < .001). Pregnant women felt anxious and
depressed due to COVID-19 in 61.4% of cases; however,
they were less frustrated than those who were not pregnant
(p = .002) (see Table 2). Family relations were influenced
by the presence of children. The dynamics of tension with
a partner during the COVID-19 restrictions was found to
increase significantly in families with children (see Table 3).
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Non-pregnant woman  
n (%) 
p-value 
Lost job/work/business 8/51 (15.7) 43/451 (9.5) .168 
Economic situation of the family deteriorated  24/70 (34.3) 176 (26.7) .174 
Worrying about the financial situation in the family 37/57 (64.4) 382/529 (72.2) .246 
 










Never had tension with partner before COVID-19 27/70 (38.6) 108/662 (16.3) < .001 
Less tension with partner during COVID-19 than before 21/70 (30.0) 128/521 (24.6)    .443 
Substantial emotional support from partner before COVID-19 68/70 (97.1) 478/662 (72.2) < .001 
More emotional support during COVID-19 than before 19/70 (27.1) 114/520 (21.9)    .156 
Frustrated due to COVID-19 restrictions 13/70 (18.5) 248/659 (37.6)    .002 
Confused about what is/is not allowed during the COVID-19 restrictions 22/70 (31.4) 158/659 (24.0)    .218 
 









Never had tension with partner before COVID-19 pandemic 15/37 (40.5) 12/33 (36.4) .720 
More tension during COVID-19 7/37 (18.9) 11/33 (33.3) .026 
Substantial emotional support before COVID-19 29/37 (78.4) 20/33 (60.6) .139 
More emotional support during COVID-19 8/37 (21.6) 11/33 (33.3) .334 
Frustrated due to COVID-19 restrictions 14/37 (37.8) 9/33 (27.3) .466 
Anxiety and depression due to COVID-19 restrictions 23/37 (61.2) 20/33 (60.6) .210 
Confused about what is/is not allowed during COVID-19 restrictions 12/37 (32.4) 10/33 (30.3) .130 
 
The findings of the qualitative research (see Table 4) provide
additional information for a better understanding of the im-
pact of COVID-19 restrictions on maternal health in Latvia.
Most of the women’s anxiety was about the unclear and
constantly changing guidance regarding restrictions in mater-
nities caused worries, additional stress, and risks regarding
the quality of care.
Human rights considerations regarding restrictive measures,
in an attempt to reduce transmission and minimize the im-
pact of COVID-19, should be implemented in line with the
principles articulated in the UN Committee on Economic,
Social and Cultural Rights General Comment (No. 14)[16]
and the International Covenant on Civil and Political Rights
(ICCPR).[17] They should also be further elaborated in the
Siracusa Principles,[18] whereby any such restrictive mea-
sures should be in accordance with the law and pursue a
legitimate aim that is proportionate and not arbitrary or dis-
criminatory.[8] The Latvian Constitution (1922) states the
same principles with respect to the restriction of individual
human rights in a state of emergency. If necessary, the restric-
tions must be issued in accordance with the procedures laid
down in the legislation, meaning that Parliament or the Cabi-
net of Ministers should issue regulations restricting human
rights in health care. Healthcare institutions are obliged to
respect and fulfil patients’ rights and abstain from unlawful
restrictions.
The legal research revealed that hospital authorities have
been misinterpreting and incorrectly applying Article 4.9. of
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the Cabinet’s Order in a state of emergency. First, the legal
norm states that a healthcare institution shall restrict the vis-
its of third persons. The norm does not state the requirement
or permission to prohibit visits. Second, the participation
of a support person in childbirth should not be interpreted
as a visit to a third person. It is an integral component of
high-quality childbirth assistance and secures the respect for
the patient’s rights to self-determination and a private life.
Third, a support person in childbirth who is the father of a
newborn is legally not considered to be a third party or a
visitor. Immediately after a child is born, the father becomes
a legal representative of the child and has individual rights
with respect to the child.







 Perspectives and opinions 
Anxiety 
Situations in which women were not allowed to have a partner present was a significant stress for them. 
First-time delivery patients were more frequently looking for places where participation of the support 
person was not restricted. Multiparas felt much safer. (Midwife, focus group discussion) 
The support person was missed the most during the postpartum period, especially if the woman had a 
difficult birth or complications. (Midwife, focus group discussion) 
Safety considerations are crucial when choosing a birthplace at the sacrifice of the emotional comfort of 
being together. (Partner, focus group discussion) 
Additional stress and 
financial burden 
My husband and I had a detailed plan for how to prepare for the delivery process and the period after it, 
but our dreams did not come true. … We managed only to attend two pregnancy classes, but my husband 
was a great support. Because it was twins, I had not much choice. … I cried for a day but then took the 
decision to choose the hospital that was best for the babies and myself. I ended up having a Cesarean 
section and I really missed my husband’s help. … The staff were very busy and could not help me that 
much. It was very stressful. (Woman, focus group discussion) 
The rules that the husband would not be able to attend the birth came suddenly, but there were hospitals 
where the husband could participate, and I was ready to sign a contract and pay for that, just to ensure my 
husband’s presence. (Woman, focus group discussion) 
A support person during delivery is important, especially for first-time delivery patients without 
experience. There was restricted access for delivery classes, and previous registration was required; 
courses were cancelled without prior notice. I learned from my mother, read books, but it was in theory, 
and I lacked the practical part. (Woman, focus group discussion) 
Risks regarding 
quality of care 
Prohibiting the presence of partners is somewhat dangerous; the patient can hide her health problems just 
to be permitted to give birth in a lower-level hospital. (Hospital administrator, personal in-depth interview)  
Due to the absence of the partners who could help women after Cesarean sections and complicated births, 
the workload for midwives and nurses was higher, and they were not always available to help when called. 
(Healthcare provider, focus group discussion) 
There are no common, precise guidelines that are specifically for the participation of accompanying 
persons in childbirth. The decision has to be made by hospital managers in their particular circumstances. 
That is not an easy task. (Hospital administrator, personal in-depth interview) 
4. DISCUSSION
Women in Latvian society play a powerful role: their average
education level is higher than men, their employment status
is higher than average in the European Union (EU),[19] and
the total fertility rate in 2018 was 1.6, while the average in
the EU was only 1.55.[20] The current study’s population of
pregnant women was similar to these characteristics, since
the women were highly educated; had their own incomes;
and 52% had children, which, accordingly, fulfilled a number
of roles related to the well-being of the family.
COVID-19-related restrictions changed the social and eco-
nomic situation in many families and households in Latvia,
creating uncertainty about the future. Recent research has
identified the top stressors faced by families as employment
and children’s well-being:[21] both showed an impact on the
emotional well-being of a pregnant woman in the current
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study. Many participants pointed out that their economic
situations worsened during the pandemic (see Table 1), and
having children negatively influenced their relationship with
their partners. One-fifth of the pregnant women during the
COVID-19 pandemic felt more frustrated than before, but
this finding was more evident in the non-pregnant women
(see Table 2). This can be partly explained by the existing
partner support for all pregnant participants; most of whom
confirmed that they received emotional support from their
partners before the COVID-19 pandemic, while two-fifths
never had tension with their partner before the pandemic.
During the pandemic, more than one-quarter of pregnant
women noticed a higher degree of support (see Table 2).
Therefore, it is not surprising that during the group discus-
sions, the women admitted that their partner’s presence was
crucial during childbirth, and this finding was identified in
other studies.[22, 23] A high frequency of maternal mental
health problems, such as clinically relevant anxiety and de-
pression, during the pandemic has been reported in many
countries.[24] The results from the current study indicate
that the percentage of anxiety and depression during the
pandemic is almost three to five times more frequent than
before.[2]
Global social networks, other studies,[25] and the current
study’s results indicate that one of the most controversial
issues in maternity care provision during the COVID-19 pan-
demic has been whether to allow the presence of a support
person during childbirth.[26] For most women, a positive
experience means giving birth to a healthy baby in a clini-
cally and psychologically safe environment with practical
and emotional support from a birth companion and compe-
tent, reassuring, and kind clinical staff.[27] The WHO has
stated that all women have the right to a safe and positive
childbirth experience during the pandemic, and that includes
having a companion of their choice with them.[28]
The pregnant women, mothers, and fathers involved in the
current study stated that the restrictions came suddenly and
unexpectedly. By focusing on epidemiological safety, the
emotional well-being of a pregnant woman was left out. In
the current study, Latvian midwives confirmed that the restric-
tion of a partner present during childbirth was a significant
stress for women, especially for those who were giving birth
for the first time, which has also been recognized in other
studies.[7]
The women and their partners who participated in the group
discussions emphasized the importance of the presence of
a partner as one of the main criteria of choosing a place to
give birth in. In a study carried out during the COVID-19
pandemic, expectant mothers who believed that their partner
could not be present during childbirth or would be denied
visitation were more likely to have higher levels of anxiety
or a severe fear of childbirth.[29]
In order to understand whether the restrictions on the part-
ner’s presence affected the number of births in delivery wards
in Latvia, we compared the data of the Latvian Newborn reg-
istry during the state of emergency period in 2020 with a
similar period in 2019. Data indicated there was a decrease
(up to 33%) in the number of births in hospitals when a part-
ner’s presence was prohibited, and an increase (up to 50%)
in maternities when partners could be present but the average
number of births in was almost the same, and the planned
home delivery rate remained the same in 2019 and 2020.[30]
Studies conducted in the United States have indicated that
during the COVID-19 pandemic, the demand for home births
has increased, which is also associated with women’s fear of
COVID-19 in a medical institute. Despite the possible risks,
women have purposefully expressed their desire for planned
birth at home to have emotional support from their partner
during childbirth.[23, 31]
Before the COVID-19 pandemic, no one expected that basic
care such as having a companion of choice during childbirth
could be forbidden. Recommendations to outweigh the risks
and benefits were released, and most stated that the continuity
of the maternity services was essential and that the decision
on whether to allowing birthing partners should rely on hos-
pital managers,[9] as that was the case in Latvia.[5, 14] The
COVID-19 pandemic poses a risk not only with restrictions
on the presence of a partner, but also with the availability
of competent staff if the spread of the infection becomes
uncontrollable. There is a threat of collapse in healthcare sys-
tems, risk of transmission of the virus to healthy patients and
staff,[32] and possible psychological stress among healthcare
providers.[33] Hospital management is faced with the difficult
decision of how to balance the interests of the individual with
the need to limit the risk of care providers from becoming
infected.[26] The latter policies try to balance the benefits to
the individual patient with the task of reducing infectious
exposure to other patients and health care teams, thus prior-
itizing the health of the community.[9] Simultaneously, in
this study’s semi-structured interview, hospital managers ex-
pressed doubts about safety considerations, mentioning that
patients could hide their health problems just to be permitted
to give birth in a lower-level hospital.
Latvia stood out as one of the countries with the lowest
COVID-19 cumulative incidence rate during March and
April 2020 (see Figure 1), yet experiences from other coun-
tries made hospital managers cautious, and one of the most
frequent non-evidence-based decisions was to prohibit the
presence of birthing partners during this time to limit the
spread of the virus.
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Figure 1. Daily new confirmed COVID-19 cases per million people in Latvia (7-day average), period of state of emergency
in Latvia, and the study timeline
Latvian healthcare policymakers delegated the decision of
a partner’s presence to maternity hospital managers. Lack
of up-to-date and interactive information from healthcare
institutions increased confusion and stress among expectant
mothers and their partners[14] (see Table 4).
Faced with the COVID-19 pandemic’s time constraints, preg-
nant women as well as health care staff in the group discus-
sions admitted that modern means of communication pro-
vided the possibility of reducing the stress of separation. The
broader use of telemedicine and telecommunication was rec-
ommended as part of regular obstetric care communications
in a variety of constraints, even before the pandemic.[26]
The main weakness of this study is the comparatively low
number of pregnant women in the quantitative part of the
study, yet the strength of the study is in the qualitative part,
which provides additional value for preparing recommen-
dations for policymakers regarding a support person during
delivery. The qualitative part of the study provides infor-
mation about the additional aspects that should be taken
into consideration when planning maternal health services in
pandemic situations.
In Latvia, the incidence rate of COVID-19 during the study
was relatively low, which should be taken into account when
comparing the results of the survey, interviews, and group
discussions with similar studies in other countries. Respon-
ders of online questionnaires may not represent pregnant
women of lower social classes due to their limited access to
Internet resources.
5. CONCLUSIONS
The lack of experience in providing maternal health services
during the spread of COVID-19 with no pre-existing guide-
lines and clinical data resulted in non-evidence-based regu-
lations that increased the stress, anxiety and depression of
pregnant women and their family members and increased the
workload of maternity staff. The presence of a partner during
childbirth is essential for most women and maternity care
providers, and choice of birthplace can be influenced by visi-
tor policies in delivery wards, making safety issues regarding
maternity care less significant. Birth companions should
not be considered a third party, and their presence during
childbirth is a woman’s human right. The legal regulations
and visitor policies should predict situations that partner of
choice is not a biological father of a newborn. Establishing a
labor and delivery unit visitor policy is necessary to balance
the benefits and risks to the patient, community, and health
care team in an evidence-based and compassionate manner.
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In order to ensure equal rights for patients the policies in
hospitals should be uniform and well communicated.
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